Attitudes towards eating, weight and shape were examined in 479 Caucasian,Afro-Caribbean and Asian British women. The Asian women were found to have significantly more disordered eating attitudes than the Caucasian women, but no difference was found between the three groups in their concernwith their body weight and shape.However, while in the Caucasiangroup disordered eating attitudes were significantly positively correlated with feelings of anxiety and depression, this was not true in the other two groups. Although the concerns of British Afro Caribbeanand Asian women are similar to those of the Caucasianwomen, there may be ethnic differences in the relationship between feelings about eating, weight and shape and mood.
Several alternative explanations have been proposed for the small numbers of black and Asian women referred to eating disorders clinics. It is sometimes suggested that eating disorders rarely occur in non Caucasian women, or that, given similar distressing circumstances and emotional disturbance, black women will present with different neurotic disorders. It has also been implied that black women are not under the same cultural pressure as white Western women to value slimness as desirable. Certainly, in several non-Western cultures, fatness and obesity symbolise beauty (Nasser, 1988) . However, these attitudes to weight may be modified by the accultur ative pressure upon non-white British women (Furnham & Alibhai, 1983) .This discrepancy may also reflect a lack of referral of ethnic minority groups to the National Health Service (NHS). The use of the NHS psychiatric services by minority populations remains a subject of debate (London, 1986) . Although Bulimia, an eating disorder which occurs in women of normal body weight, has an estimated prevalence ranging from 2% of the general British female population to 13% of a student population (Cooper et al, 1984 (Cooper et al, , 1987a . Lesser eating problems such as occasional binge eating, self-induced vomiting, laxative abuse and extreme dieting have been found in up to a quarter of British women attending a general practice (Fairburn & Cooper, 1983) . The absence of black or Asian women in epidemio logical studies of eating-disordered populations has been the subject of comment (Bruch, 1965) .
Psychiatric case-register studies in both Britain and the United States have shown the incidence of anorexia nervosa in non-white women to be markedly less than that for Caucasians (Kendell et al, 1973; Jones et al, 1980) . In America, surveys have shown the prevalence of eating disorders to be much lower in black than in white college students (Nevo, 1985; Gray et al, 1987 ) and very few cases of anorexia nervosa in blacks have been reported (Pumareiga et al, 1984; Silber, 1984; Robinson & Andersen, 1985) . Furthermore, to our knowledge, only four case reports of black women with bulimia attending clinics in the United States exist (Lawlor & Rand, 1985; Hsu, 1987) .
In Britain, the first report of anorexia in Afro Caribbean girls did not appear until 1985 (Thomas & Szmukler, 1985 ; a further study from the same centre being described by Holden & Robinson, 1988) . The authors recently reported the first five cases of bulimia in non-white British women (Lacey & Dolan, 1988 (Bagley, 1971; Cochrane, 1977; Carpenter & Brockington, 1980; Dean et a!, 1981) . Existing research has not disentangled the many possible variables affecting this issue. This study measured and compared eating attitudes and behaviour as well as feelings about weight and shape in three ethnic groups in the light of ethnic attendance rates in the eating disorders clinic. A secondary aim was to explore possible mediating effects of anxiety and depression.
Method
A self-report questionnaire, compiled for this study, was divided into three sections. The first section included a demographic questionnaire which recorded information about the subject'sage, maritaland employmentstatusand her current height, weight and minimum and maximum adult weights. Ethnicity was judged from information about the place of birth of the subject and her parents.
Information about the subject's first languageand that of her parents was also requested. The second section consisted of the EAT-26 and the BSQ. The former was used to quantify disordered attitudes towards eating and food and to address a broad range of symptoms of anorexia nervosa in three subscales (dieting, bulimia and food preoccupation).
The EAT has been used as a screeningdevice for the clinical disorder and found The third sectioncomprisedthe 14-itemHospitalAnxiety and Depression Scale (HAD; Zigmond & Snaith, 1983) , designed for use in general hospital out-patient populations; it avoids thephysical symptomsofanxiety anddepression, concentratingmoreon psychological symptoms.Its validity and reliabilityhave also been shown (Zigmond& Snaith, 1983) .
The surveypopulation consistedof all womenattending a familyplanningand well-womanclinicin a singlehealth centre in south-westLondon over three months. Whilein the waiting area, all women attending the clinic were asked by the first author (BD) if they would complete a questionnaire about their attitudes to eating and dieting.
It was emphasised that participation was voluntary and results would be completely confidential. Data were entered into a microcomputer and analysed using SPSS (Norusis, 1988) . Conventional parametric tests were used as the Levene test revealed no significant heteroscedasticity. Duncan'spost-hoc range tests and 95% confidence intervals (CI) for the mean of samples are presented where appropriate (Langman, 1986) . Principal component and internal-reliability analyses (Cronbach, 1951) were conducted within ethnic groups to test for culturalspecificityinthemeasures (Mumford&Whitehouse, l988b; Bhugra & King, 1988) .
Resufts
The total sample consisted of 365 (70.6%) Caucasian, 71(13.7%) Afro-Caribbean, and43(8.3%) Asianwomen. Because of the small numbers, the 38 (7.4%) women of other ethnic groups (15 African, 16 mixed race, six Mauritianand oneOriental)wereexcludedfromany further analysis, leaving a final sample of 479 women.
The mean age of the total sample was 28.2 years, the mean age of the Asian group being the highest at 31.7 years.
Analysis of variance showed a significant group effect (Fratio 5.16, Fprobability<0 .OOl), the Asian group being significantlyolderthan the Caucasianand Afro-Caribbean women (Duncan range test).
The majority of womenhad neverbeen married (58%). However,whenmaritalstatuswasconsideredwithethnicity, it was found that for the Caucasian and Afro-Caribbean women,approximatelya third weremarriedand two-thirds were single, while for the Asian women, this ratio was reversed. There was a significant difference in the parity of women in the three groups (P<0.001, Kruskal-Wallis).
However,there was no differencein parity of the groups if only those women who had ever been married were considered.
Weights and heights were transformed to Quetelet indices Analysis of variance showed no significant group effects.
The standard deviationswerelargein all groups (Table I) . EAT and BSQscoresmay be related to weightand age. To allowfor the possibleinteractionof thesevariables, an analysis of covariance was performed covarying out the effectof ageand Queteletindex.For the EAT, a significant group differenceremainedafter covariance(ANCOVAF eight, and 51Â°!, of the total samplescoredeight or above.
There was no significant group effect by analysis of variance (Table II) .
Correlation matrices for EAT score, BSQ score and HAD subscales were calculated in the three groups (Table III) .
For each group there wasa significantpositivecorrelation between the EAT and BSQ scores and between the anxiety and depression subscales of the HAD. For the Caucasian group, the EAT and BSQscoresalso correlatedpositively with both HAD scales. The Afro-Caribbean group's BSQ scores were positively correlated with the two HAD subscales while for the Asian group there was no correlation between either of the two eating scales and either of the two mood subscales.
Factor and reliability analyses
The Cronbach's alpha values (Table III) are all sufficient to justify use of the scales in all samples, with the possible exception of the value for the HAD depression subscale in the Asian group. Exploratory factor analysis was performed on the EAT, BSQ and HAD questionnaires. The EAT was found to have a first factor accounting for 32.4%, 20.6% and 22.5% of the variance in the Caucasian1Afro-Caribbean and Asian groups respectively. The loadings on this factor weresimilarin all groups, loading patterns on the smaller factors showing less consistency across groups. Factor analysisof the BSQshowedthat, for eachgroup, one main factor accounted for the majority of the samplevariance.
This was 53.5% for the Caucasian group, 52.3% for the Afro-Caribbean group and 50.3% for the Asian group. The questions loading on this factor were similar for each group.
For each group the only question loadinglessthan 0.4 on this first factor was number 26, â€˜¿ Have you ever vomited to feel thinner?' Despitethe low reliabilityvalue for the depressionscale in the Asiangroup, the factor analysesof the HAD showed a comparable first factor for each group accounting for 38Â°!., 33.7Â°!. and 27.4% of the variance. This first factor corresponded closely to the anxiety measure with the addition of one question from the depressionscale(â€˜I feel as if I am slowed down') also loaded above 0.4 on this factor in all three groups. The second factor for each group seemedto be a depression factor, accounting for 9.8%, 13.6% and 14.9Â°!. of the variance. Further details of all these analyses will be reported elsewhere.
Discussion
The results show that abnormal eating attitudes and concern with body weight and shape are found in all groups of women, regardless of their ethnic background. As found by Mumford & Whitehouse (1988a) , EAT socres were highest in the Asian group and there was no ethnic difference in BSQ scores.
For the total sample, the mean EAT score was similar to that of Garner et a! (1983) of 9.9 (s.d. 9.2) and 
4). Factor analysis has
shown that similar first factors exist in all three ethnic groups for the EAT, BSQ and HAD questionnaires which supports the comparison of total scores across the groups. As well as the differences in the main dependent variables, we also found differences between the groups in this sample on age, Quetelet index, parity and marital status. However, an analysis of covariance for the EAT partialling out age and Quetelet index still showed a significant difference between groups.
The main intention of this study was to explore whether the ethnic difference in referral rate at the eating disorders clinic was matched by similar differences in mean scores on questionnaire measures of eating attitudes in women attending another local clinic. The unequivocal finding is that there were sizeable ethnic differences in these mean scores but that these are opposite in direction to the ethnic differences in attendance rate at the eating disorders clinic. However, it must be emphasised that the EAT is not a clinical diagnostic instrument.
Our sample is not representative of the general population since the women were attenders at a family-planning clinic. McAvoy & Raza (1988) discuss cultural differences in usage of family planning services which, given the selected nature of our sample, could mediate the group differences in eating attitudes. However, even if these factors do mediate group differences in eating attitudes this should not detract from the finding that some non white women demonstrate high EAT scores, yet are not represented in referrals to the eating-disorders clinic.
The self-definition of illness is an important factor in determining who reaches treatment for a disorder. In our own clinic referral is always secondary, 73@/, of referrals being from general practitioners (GPs) the remainder being from physicians, surgeons and other professionals. For 83'/o of referrals, the woman has herself approached the GP with her eating problem. Despite the secondary referral, therefore, the bulimia is largely self-defined in the majority of cases. A study of OP consultation in Oxford showed that there was no difference between Asian and Caucasian women's rates of consultation (Brewin, 1980) , although there was a much lower rate of referral for psychiatrictreatment for Asians in that area. Similarly,Murray &Williams(1986) Although we have shown a similar level of disordered eating attitudes in different ethnic groups, there may be a difference in the way the groups construe such attitudes and how these may relate to or directly affect mood. In the clinic, a depressed mood and low self-esteem are usually an integral part of the presentation of an eating disorder. This association between disordered eating attitudes, low mood and high anxiety was only significant among Caucasian women in our sample. Although the different sizes of the groups indicate a need for caution in interpreting this result, it is in some way compatible with the differences in clinic referral rate (i.e. although non-white women have disordered attitudes to eating and symptoms of disorder, these are not strongly associated with depression and anxiety).
It is likely that some degree of emotional distress about the disordered eating is necessary to precipitate a request â€˜¿ for help or definition of the behaviour as a problem.
The aetiology of eating disorders has been linked to the emphasis upon slimness as desirable for women in Western societies, and it has been implied that black and Asian women are not under this same cultural pressure (Hsu, 1987) . Certainly, disordered eating attitudes and overconcern with weight and shape are ubiquitous and culturally acceptable in white Western women (Nylander, 1971) . However, the present study has shown that these attitudes and concerns are not limited to Caucasian British women. Both Afro-Caribbean and Asian women showed similar body shape concerns.
Few studies of attitudes to female body shape in different ethnic groups have been reported. Furnham & Alibhai (1980) considered the preference for female body shape of Kenyan Asian women, British women and Kenyan Asian immigrants to Britain. They found that the Kenyan Asian women rated fatter figures more favourably and smaller figures less favourably than did the British women. The immigrant women, however, were even more extreme than the British women in their perceptions, reacting most positively to thinner shapes.
Other evidence for the cultural determination of morbid concern with body weight is found in studies within subcultures of Caucasian populations such as those exacting extreme standards of thinness (models, dancers, racing jockeys) in which the prevalence of eating disorder is high (Garner & Garfinkel, 1980; King & Mezey 1987) . Perhaps the Western sociocultural ideals of female body shape and the construing of self-esteem in terms of external characteristics may become more evident in non white women through successive acculturation of different generations.
Further studies could consider generational differ ences in eating attitudes and correlations with anxiety and depression in different ethnic groups. A complete exploration of all the possible effects and interactions between these factors and confounding variables would require very large samples which can probably only be achieved through multicentre co-operation.
